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AN-4F- 4E Merger Briefing Update

Thisisan article covering
what the CFM’ s brief when
we visit bases.

Background: There are two
major driving forcesfor this
merger. Many folksdon’t
really understand why we are
doing this. Some think the
leadership is crazy for taking
us down this path. | think a
little history of this situation
isin order here. Back during
the Gulf war (Desert Shield
and Desert Storm), the USAF
deployed many Squadron
Medical Element (SME)
packages which consists of a
flight surgeon and two Aero-
space Medical technicians
(now 4F’s). Inthe after ac-
tion reports post war, the
flight surgeons had a major
complaint with the techni-
cians who accompanied them.
The technician’s clinical skills
necessary at the deployed lo-
cations were somewhat |ack-
ing according to the flight sur-
geon reports. Thiswas dueto
the technicians having to split
their time between clinical
training and keeping up with
the periodic flying and non-
flying physicals (in PES). It
was and still is very difficult
to keep currency in both a
clinical and administrative
world. Thereweretwo com-
pletely different worlds pull-
ing at these technicians. The
enlisted leadership at that
time implemented an exten-
sivetraining programto try to
improve the clinical skills of
the enlisted force. Then came
the air war over Serbia. The

USAF leadership deployed
IDMT swith the flight sur-
geonsto deployed loca-
tions. Thisseemed to solve
the problem at the de-
ployed locations. Except
that there were many more
locations to staff than we
had IDMT’ s with which to
fill them. Again, wefilled
some |locations with SME
technicians (4F's) and it
was at these |ocations we
still had some difficulties
with lacking clinical skills.
During this period of time
the current SG had initiated
areview of AFSC’swith
the goal of reducing the
total numberswithin the
AFMS. It was during this
review that the overlap of
tasks between the 4F and
AN career fields was identi-
fied (an aimost 60% over-
lap). Thisled to the poten-
tial merger of these two
fields. The question then
became: how do we run the
standards section within
the MTF? The original
plan was to have 4N’ s and
afew 4A’srun amedical
standards section (keeping
the PES section alive).
Thiswas started back in
the 1996 time frame. As
the time to merge came
closer, many questions
arose causing some con-
cerns. One such question
was...with the rotation of
4N’sand 4A’s...how
would the AFM S develop
long term expertise (to staff
MAJCOM S and special

duty locations such as DOD-
MERB, AETC etc)? The
usual rotation plan for 4N’s
and 4A’ s are about every two
years or so...which would
mean most would only work
in the Medical Standards sec-
tion oncein their careers
(twice at best)...causing a
severe lack of long term ex-
pertise (letsfaceit...it takesa
long timeto really get good
with knowing the standards).
Another question concerned
the management and financial
concernswith training the
4N’ s to perform audiograms.
There are about 1400 pipeline
4N’strained every year...and
we only need about 200 peo-
ple to perform audiograms
throughout the entire AF at
any giventime. It wastoo
expensive to train all 1400
every year. Thealternative
was to have each MTF decide
who was to get trained and to
send them back to school for
thetraining. Thisis more
expensive (TDY to school
dollars) and again, with the
rotation schedule asit was....
the AF would be sending
many more folks back to
USAFSAM for thetraining...
besides making the manage-
ment at the local level some-
what more difficult.

In Sep 2001, the PCO folks
(Col Sean Murphy and staff
at AFMOA) met with Col
Van Hook (AFMOA PHO)
and Col Saenger (AFMOA
FS) to discuss some alterna-
tives and solutionsto fix and
address these concerns. This
iswhen the idea came up that
asmaller career field would
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be best to perform audiograms
and that the AFM S needed to
retain some expertise in Medical
Standards. They tried to address
the leadership about retaining the
4F field. This choice was em-
phatically shot down...it was not
on the table for discussion...
other alternatives had to be ex-
plored. Thisiswhenthe CFM’s
from the concerned parties were
briefed on a potentia redistribu-
tion of tasksto the 4E career
field. The SG leadership was
briefed on the proposal and the
CFM’sweretold to explore this
possibility. Therewasalarge
group of people (from various
career fields) brought to Bolling
AFB to discuss this proposal and
to determine if Public Health
was the right choice to redesign
and realign these tasksto. There
was consensus on this proposal.
Theresults were briefed to the
SG corporate leadership and the
proposal was approved. We
were approved to set up some
test bases and design the proc-
esses to make sense and to de-
velop policy and lessons learned
for the rest of the AFMS. This
has been an on going process
and will yield tremendous bene-
fitsfor al of us. Thelessons
learned will be distributed late
July or early August and the pol-
icy should be sent out by late
August or early Sep (prior to the
merger...what a concept...thisis
thefirst time this has happened
that | know of sincel camein
the AF back inthe 70’'s). The
classification change request has
been approved by AFPC and the
change will take effect 1 Nov 02.
Make no mistake...it is going to
happen...be prepared!
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Getting Your Team Together!

The best advice | can give you to be
prepared isto form a merger team at
your local MTF level. Thisteam
should consist of (but again is not
limited to) the senior 4N, 4F, 4E,
PHO, FS, medical readiness and edu-
cation and training folks at a mini-
mum. Please keep in mind that this
merger effectsthe entire MDG and
not just AMDS communities. Try to
imagine that come 1 Nov 02...the
PES section as you know it today dis-
appears and about 40% (AF wide) of
these 4F folks will no longer be
working as EMT’ s or performing
clinical (physical examinations) du-
ties. They will not be available for
ambulance response or disaster re-

sponse as amedical technician. They Communication will be the key to

will be working under the 4E

CFETP...and must be considered as

all other 4E personnd. In effect,
your MTF is reducing its medical

technician numbers...the methods

your facility uses to respond to in-

flight emergencies and disasters must
be reviewed and some processes must
be redesigned with different people
performing these tasks. You canin-
clude many other personnel in your
MDG as you heed them for planning
for the merger. Some MTF sinclude

Squadron CC, Supt, OPS officers,

and flight leadership. The bottom
line...who ever isin your group...
ensure the rest of the facility is kept

in the loop on what is happening.

success for the merger. Thisiswhy
the three CFM’s involved with the
merger process (Chief Harms— 4N
CFM, Chief Cahill —4F CFM and I)
travel around to as many bases as we
can to get the information out there
and to help MTF s start the planning
process. We al want this merger to
go as smoothly as possible. The three
of uswork closely as ateam...we en-
courage the MAJCOMS to have a
close working team and for each base
to develop this teamwork as well.
You al need to gart talking about the
merger and start planning how to
make the transition to the new proc-
esses. It takestime and energy to
plan...and the policy should be out
soon. Stay tuned...but start talking!

4 F Duties...what happens to them?

Division of duties: The 4F duties
within the PCM team in flight medicine
along with the operational medical du-
ties (jump and range coverage, aircraft
accident investigations grounding man-
agement, contact lens program, etc) and
the medical duties of the SME’swill all
moveto the 4N career field. The para-
professional portion of the physical ex-
aminations section will also be moved
tothe 4N field (within the PCM teams).
Also the patient follow-up that has been

traditionally performed by 4E folks
(STD, TB, and animal bites) will be
transitioned to the PCM teams.
However, theinitial investigation,
education and reporting will still be
performed by 4E folks.

The MTF POC for medical stan-
dards will be retained in Public
Health in a section called Force
Health Management. This section
will include deployment processing
(medical intelligence, pre and post
deployment surveillance and medi-

cal records screenings), profile management
(using the PIMR software), waiver quality con-
trol (using AIMWTS software), management
and tracking of PIMR database to include occu-
pational health examinations (including per-
forming audiograms), consultation for immuni-
zations (can be either in the Force Health Man-
agement or the Community Health Management
sections), and the Point of Contact for non-
empanelled patients needing physical examina-
tions.

Thisisnot an al inclusivelist...just a short list
of major categories. The guidance coming out
will have the entire list and will explain how the
functions will work. Stay tuned...more to
come!

Area of Concern: Poli

There are several areas of concern. | will
try to highlight these areas...but | cannot
cover them al (if | tried...thiswould be

the length of anovdl)...

Policy: We desireto get policy out to you
NLT the end of Sep 02...we have eight

test bases helping us write this policy.
They have tested many aspects of it

(sometimes severd different methods and

processes) and will be very helpful to

Cy

really work at base level.

true policy to help you with
your operationsin the field.

crafting the policy to what will

Many times policy is written
by folks who have never actu-
ally worked the processes at
base level. We want tried and

These bases are in each of the
magor MAJCOMS and there

are several folks from each ma-  preciate their efforts...l1 am sure you
jor areaat each MTF who con-  will too once you see the policy and
tribute to the policy (not warnt-

ing just an AMDS or PCO perspective
exclusively). These basesare An-
drews (AMC), Altus (AETC), Aviano
(USAFE), Buckley (SPACE), Hurl-
burt (AFSOC), Holloman (ACC), Mi-
sawa (PACAF), and Robins (AFMC).
We have avery talented team of folks
who represent these bases and have
worked very hard to get wherewe
need to be on this project. | redly ap-

|essons |earned.
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Area of Concern: Resistance to change

Thisisabig area of concern throughout the
AFMS. There are many folks who do not
like change at all. This merger will upset
their apple cart (so to speak). Overall the
4F community has been talking about this
merger for years and they want it to be over
with. Most are unhappy with the dissolv-
ing of their career field...but since it must
happen...they will make the most of it.
The 4E community was in shock at first...
but once they see how much of the tasks
coming our way we are already involved
with and see what is being built...most do
not have mgjor problems with it...our folks
have always been up to the challenge and
will tackle this with enthusiasm and dedica
tion. We have great people out there (I
have had the pleasure of meeting many of
them recently during my travels...and |

have been very impressed with
the ones | have met). At first
the 4N field thought there was
not much change coming their
way...but as we have peeled the
onion back and as the processes
are redesigned...the 4N folks
(especialy the PCO team mem-
bers)...are finding out that it is
a change for them (especially
the bases where the PHA has
been done in PES) since PES is
going away and the PHA proc-
esses will mostly be done
within the PCM teams. There
are more 4N’s being pulled into
the disaster and in-flight re-
sponse processes at the local
levels. The 4N’s are now going

to be able to have assignments as
SME’s (which will become IDMT’s by
2005).

Other resistance we have found during
our travels include flight surgeons
(now that their EMT staff is being cut)
and their working relationship with the
medical standards technicians is chang-
ing (now will have to include the PH
folks — senior PH enlisted and PHO in
many cases)...and their relationship
with the senior 4N in the facility as op-
posed to the senior 4F (who used to
work for them)...

We have found pockets of resistance
within the PCO world (at base level)...
when they hear that patient follow-up
(i.e. STD and TB) and occupational
health exams might come their way...
but when they see how we are re-
designing the processes...most have
agreed that it makes sense.

Area of Concern: Health Service I nspections

Another major area of concern to many
folks out in the field concerning this
merger is how the Health Services In-
spections will evaluate afacility. Spe-
cifically, will PH be held accountable
for things they do not control? This
has been a problem for many years.
Wewill attempt to fix this problem
with are-write of the elements of the
HSI Checklist. The elements will read
something like “were units notified of
personnel needing PHA or IMR re-
quirements addressed by medical per-
sonnel and were PCM teams notified

of PHA or IMR requirements for AD
members empanelled to them?’ Other
elements concerning the rates will bere-
worded to reflect the reporting of ratesto
both the medical and line leadership. The
overall PIMR rate should not be buried
down in the PH elements...but rather a
line leadership and medical leadership
item. The elements should read some-
thing like “were rates less than AF aver-
ages appropriately addressed and are there
plansin place to improve those rates?”’
There is atremendous amount of dialogue
and effort being placed into ensuring that

the checklists are appropriate and that they
measure correctly the behaviorsthe AFMS
istrying to drive. If thereisaproblem with
the way medical personnel are addressing
PIMR and Occupational Health Examina-
tions...then the elements should be written
to reflect amedical unit problem...but if
the problem is within the line units the
medical unit should not be written up.
There are a couple of base level folks help-
ing the AFIA team with the re-write efforts.
AFMOA isalso spending time discussing
these effortswith AFIA. Wewill do the
best that we can to ensure our folks do not
get beat up without good reason.

Area of Concern: Peace/War Ambulance/Disaster Response

Another areathat bases need to spend
some time with planning isin the area

of how the MTF responds to disasters
and in-flight emergencies. Some bases
have already worked thisissue out and
have solved their problems while oth-
ers have not even begun to think about
how this merger will effect their re-
sponse (both peacetime and wartime).
Come 1 Nov 02 the 4F s in the Facility
Account Code (FAC) 5318 (old PES)
will become 4E personnel. Thisre-

in-flight emergencies and wartime
tasked UTCs. Therefore, your leader-
ship must redesign how they respond
accordingly. The medical readiness
folks should pull out the Operations
Plans and the MCRP and UTC list and
ensure the right personnel are assigned
(now most likely using alarger 4N

duces the number of medical technicians like the PCM teamsin family practice...
who are eligible to respond to disasters,

they should betreated like one. Make sure
that they are not the ones always pulled for
MTF response...unless your leadership ac-
cepts the problem of shutting down the Op-
erational PCM team every time your unit
respondsto acontingency. Thismay cause
problems with flyers not being taken care
of appropriately (causing some major con-
cern from the Wing Commander). Thisis

pool). Remember, the 4N’sleftinflight just some food for thought.

medicine are part of aPCM team just
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Area of Concern: Enlisted Promotions

This area has been discussed at length at al-
most every base the CFM’ s have visited.
Therewill be a SKT exemption for CY 03.
This meansthat all 4E folks will only take
the PFE test (those competing for SSgt —

M Sgt) and compete only against other 4E’s
going for the same stripe (and all 4N’swill
compete against only other 4N’s). Thisisa
potential problem if a person scoresonly a
35 on their PFE (because now it will count
for their SKT also...totaling a 70 out of 200
for total test scores). If aperson scoreswell

on PFE each year...then they should score
well overall. Bottom line: If you are com-
peting for promotion to SSgt through M Sgt
asa4E or a4N after 1 Nov 02...get your
hands on the study materials early and
study, study, study! Remember, the SKT
comes back in CY 04...so study, study,
study the new CDC (and test materials
listed accordingly) as soon as you can get
them...we do not want anyoneto be at a
disadvantage so get the test materials and
study hard. Those competing for SMSgt

and CMSgtin CY 02...will com
pete astheir AFSC now...yeswe
will have afew 4F folks make
SMSgt and CM Sgt in Nov and
March as 4F' s even though they
are at the time of notification ei-
ther a4N or a4E. The promotion
eligibility cut off date (PECD) was
prior to the merger effective date
so they compete as a 4F.

Area of Concern: Manning and Staffing I ssues

Itisdifficult to cover all of the manning
(spaces) and staffing (faces) issues on paper,
but | will attempt to cover the basics. Please
let me know if you have specific questions
concerning manning and staffing. There are
alot of factorsthat come into play with this
issue that it would take a second novel to
cover them all.

Spaces: The manning models used for the
three areas (FM, Operational Medicine, and
FHM) are asfollows:

Flight Medicine: Earnsone FS
(doc), 2- 4N’s, and a 4A for thefirst 750 eli-
gible enrollees. The second 750 enrollees
earn a second doc, two more 4N’s, and a
nurse (this doc and two 4N’ s are categorized
as operational medicine support and consid-
ered as part of FAC 5310-1).

SME: All SME positions areto
convert to 4N positions. Usually this
equates to one doc and two 4N’ s for each
flying squadron. There are some extraSME
positions to support other units out there...
but thisformulais ageneral rule.

Force Health Management (Old
PES): One4E isearned for every 1,000 ac-
tive duty (all services...Army, Air Force,
Navy, and Coast Guard) assigned.
Authorizations: The aboveiswhat is earned

not what is funded as your actual positions
or authorizations. Y our funded authoriza-
tions are usually less than what you require.
When your facility is planning on dividing
the 4F authorizationsinto the different FAC
(5310-FM, 5310-1-Operational Medicine,
and 5318-FHM), your team must take the
entire 4N, 4F, and 4E mission and manning
picture into account. There may be bases
where there are very few non-empanelled
patients (DODMERB, ROTC, students etc)
such as some overseas bases where it might
make sense to reduce the numbers within
the FHM area (make sure you review all
other areas of workload before deciding to
reduce those numbers...to make sure the
rest of the PH folks can absorb that func-
tion). There may be bases where the FHM
mission is bigger than the 1 per 1,000 for-
mulathus requiring more personnel to per-
form the mission. In that case you could
look at the operational medicine areato see
if there are any slots that can be movedto
FHM. These are just afew examples of ad-
justing manning slots...the bottom lineis
that good judgment must be used |ooking at
the big picture and not focusing on just one
area. Contact your MAJCOM functional
representativesif you have any particular

questions concerning manpower at
your facility.

Faces. Many bases might be
forced to make some hard deci-
sions when it comes time to move
people into positions. Some folks
(4F s) may not get what they want
(astheir choice of career field).
Some that wanted to become a 4N
may be forced to become a4E
(and vice versa). Thedecisionis
made locally through recommen-
dations from the 3 senior func-
tional reps (4N, 4E, and 4F)...but
thefinal decision rests with the
MDG CC. There are some bases
that have tried to game the system
and move slots around and double
book people just so that folks can
get what they want. The M A-
JCOMS and AF CFMS are look-
ing at this very closely and will
intervene as necessary to prevent
any inappropriate actions. The
bottom lineis: all missions must
be covered and have experienced
personnel assigned to complete the
mission (and to train others).

Area of Concern: Mission Creep

Another major area of concern is mission creep. There might be atendency
for folks to want to utilize the 4F personnel converting to 4E in aclinical role
post merger. Thisisunacceptable asit causes the new 4E to work outside
their scope of practice (not within their CFETP and STS requirements). It
also increases the risk of potential lawsuits if a negative outcome results.

Besidesthey have avery large new mission to learn (food safety and secu-

rity, facility sanitation, medical intelligence etc).
Please keep your eye out for mission creep not
only in FHM and PH areas...but in the 4N areas
aswell...the goal isto have clinical work donein
the 4N side of the house and the administrative
work donein either the 4A or 4E side of the
house. Let me know if you have any questions
or concernsin any of these areas of concern.
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Areaof Concern: Training

There will be atremendous amount of training going on over the
next few yearsin both the 4N and 4E (PHO also) world. This
areaisabrief summary of thetraining that is coming up.
3-Level: The 3level classstarting in Sep isthefirst class with
the new material added. Ten days have been added to cover
medical standards, profile management, hearing conservation,
and other programs that are being added to PH. The new 4N
course (no new time added...just new material which replaced
other material removed from the course) startsin Nov 02.
PHO basic: Two days have been added to the course to cover
management of these new programs. Thefirst class startsthis
fall.
CDC'’s: Thisisashort summary of the CDC training:
1. Current 4E personnel in upgrade to 5 skill level: you will fin-
ish your current CDC' s and then take a distance learning tool to
learn the new material. Personnel entering upgradetraining (to 5
skill level) after 1 Nov 02 will be required to complete the new
4E CDC (coming out in Oct 02). There are no transitional CDCs
to take for 4E personnel.
2. Current 4F personnel converting to 4E: Y ou will be required
to take the 4E CDC'’s after 1 Nov 02.
3. Current 4N personnel: Must complete the 4N transitional
CDC (containing 4F material coming over to 4N field). This
course must be completed NLT Jun 03.
4. Current 4F personnel converting to 4N: You must complete
the 4N Transitional CDC (containing 4N material that will be
your new mission). You also must have this course complete
NLT Jun 03.
5. The new 4N CDC will be out sometime after Jan 03 and any-
onein upgrade training at that time will be required to takeit.
Bridge Courses: Therewill be bridge courses held at Brooks
(USAFSAM) for those Public Health personnel including 4F
personnel who convert to 4E.

Current 4F personnel (5 and 7 skill level prior to Jun

03) will attend a 3-week courseto learn traditional PH mis-
sions. These courseswill be held 4 times ayear for two years.

Current 4E personnel (7 skill level prior to Jun 03
only) will attend atwo week bridge course to learn the new
mission (medical standards, profile management etc) and they
will be eligible to attend the hearing conservation initial certi-
fication course immediately after this bridge course (if they
will be performing audiograms).

Current 4E personnel (all gradesand skill levels) are
eligible to attend the Hearing Conservation Initial Certification
and Recertification courses.

Distance Learning: There will be both aweb based and CD
ROM based distance-learning tool availableto train on the
new PH mission (medical standards, profile management, etc).
Public Health Officers, 4E's, 4N’s, 4A’s, ARC personnel,
nurses, providers etc...can all take this distance-learning tool.
It will be made available from USAFSAM thisfall.
Management Workshop: There will be atransition manage-
ment workshop held at USAFSAM on 9-11 July and again 10-
12 Sep. Thetarget audienceis Public Health Officers, senior
4E leadership, and senior 4F (converting to 4E). There will be
approximately aday and a half training on each others mis-
sions. Then there will be some generic change management
training and topics such as training, manpower, etc to ensure
base level personnel know what is going to happen during this
merger. There will also be some “lessons learned” taught from
the folks that tested this new mission (test base personnel).
These lesson topics include overview, marketing, ambulance
and disaster response, SME management, deployment process-
ing, waiver management, PIMR, Occupational health exam
management, hearing conservation, profiles management,
processing clearances, management of non-empanelled pa-
tients needing physical examinations and lessons from a
squadron commander’ s perspective. Contact your MAJCOM
functional representative for more information and quota con-
cerns. There are only 180 quotas (for both workshops) at this
time.

Final Thoughts-

| have attempted to give you a short
update on what is happening with
the merger of 4F4N-4E. Theclas
sification change request has been
approved from the Personnel com-
munity. This means the change will
take effect starting 1 Nov 02. We
are trying to identify what guidance
needs updating (such as AFI 48-123
and AFMAN 48-133), what policy
needs to be written (both via policy
letter and in an AFI), and what les-
sons learned need to be shared.

We will package these lessons

learned and forward them out to each
MAJCOM and facility through the
PH, FS, 4F, 4N, 4A and Commanders
(we hope to flood the market with
them). The approach will be to give
the Pros and Cons of each of the top-
ics that the test bases dealt with (such
as scheduling PHA' s)...we most likely
will not recommend any particular
section to perform this function...
rather we will tell what worked well
and what worked poorly with each
way they tested it. We recommend
that you start your planning for the
merger...but you may want to wait un-
til the policy and lessons learned be-
come available before actually imple-
menting the changes! Start talking

about the upcoming changes.

Also start the process of deter-
mining which faces will become
which AFSC. These might be
tough choices for some bases.
Ensure each 4F really understands
the entire scope of each career
field (both 4N and 4E)...and all of
the opportunities that each field
has to offer. An educated person
can sometimes make the choices a
little easier. The MAJCOM and
AF functional representatives can
help answer questions and can-
cernsif necessary. We are all on
the same team...working hard to
take care of our customers. On
with the planning!
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The New Public Health Team

This merger will cause the building
of some new teams and professional
relationships throughout the AFMS.
One such team will be the “new
Public Health”...with Force Health
Management being a subordinate
section. Likeindividuals, teams
progress through different stages of
development as they mature. The
AF PME curriculum uses the Tuck-
man model which identifies five
stages of team development: Form-
ing, Storming, Norming, Perform:-
ing, and adjourning (although our
team will not adjourn...we will stay
around awhile...we might have to
revisit the storming stage every now
and then as new leadership comes
into our offices). Issues and con-
cerns must be resolved in each
stage before the group can move on

to the next stage. Completion of each stage
results in specific task outcomes and spe-
cific relationship outcomes that address
member needs at that stage. PH leaders
should utilize the following information to
help them build their new teams. Thislist
provides the basic framework for helping
your newly formed team get to the perform-
ing stage...(where we want our teams).
Stage One: Forming. Allow time for
members to get acquainted; provide essen-
tial information about content and process,
emphasize new skills required; identify and
relate key team values to current task; share
stories of past accomplishments and cele-
brations; create ateam vision of outcome;
and set goals to achieve that outcome.
Stage Two: Storming. Act assertively and
set parameters for the team,; listen atten-

tively to all viewpoints; use mediation, ne-

gotiation, and arbitration; consider new per-
spectives and alternatives; and suggest and

solicit optional waysto view the
problem.

Stage Three: Norming. Provide
opportunity for involvement by
all; provide opportunity for mem-
bersto learn from and assist one
another; model and encourage
supportive behavior; open com-
munication lines; provide posi-
tive and corrective task-related
feedback; and add some humor
and fun to the work setting.
Stage Four: Perform-

ing. Reward and recognize per-
formance outcomes and positive
work relationships; involve the
team in group problem solving
and strategizing; share decision
making opportunities; examine
how implementation will affect
the team and the rest of the or-
ganization; and use delegation to
foster professional devel opment.
| hope this information helps you
transition your new team to an
effective and efficient PH Team!




